SUMMARY Social class mortality differences in New Zealand males aged 15 to 64 were investigated for the period 1974-8 using the Registrar-General's classification. The mortality gradient was similar to that previously found in England and Wales, but the New Zealand pattern was non-linear with particularly high mortality in class V. Smoking patterns accounted for much of the increased risk for classes III and IV but did not appear to explain the high mortality in class V. The patterns for the major disease groupings also paralleled those previously found in England and Wales, coronary heart disease and neoplasms displaying weaker gradients than accidents, respiratory diseases, digestive diseases, and infectious diseases. Maori and non-Maori males had comparable social class mortality gradients, but the Maori mortality rates were approximately 50% higher than the non-Maori rates in each class.
There has been extensive research in westernised countries showing relatively large social class differences in mortality."4 In particular, much of the evidence has come from the work of the British Registrar-General's Office on mortality in England and Wales during the past century.10-3 There has, however, been little research into social class mortality differences in New Zealand, and it has been asserted that "there is a tendency among many New Zealanders to deny the importance (and often the existence) of social strata"."4 This paper arises from a series of studies investigating social class differences in male mortality there may be differences in information regarding ethnicity between the census and the death registration as the former is completed by the individual concerned whereas the latter is supplied by relatives and completed by the funeral director.
Directly age standardised mortality rates per 100 000 person-years at risk were calculated for each social class and ethnic group using a computer program described in a previous paper.26 Five-year age groups were used throughout except for the comparisons of Maori and non-Maori rates where, because of the small denominators in Maori age strata in the higher social classes, it was necessary to use 10-year age strata and pool the data for the two highest social classes. In order to assess the effects of using 10-year rather than five-year age strata, the non-Maori data were analysed using both 10-year and five-year strata, and the difference in the results obtained was found to be negligible. Segi 
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The fourth column calculated the percentage of the excess deaths that were attributable to social class. Overall, when the data were adjusted for age, there were 903 more Maori deaths than expected on the basis of the non-Maori rates (SMR = 174) and there were 738 excess deaths still remaining when the data were adjusted for age and social class (SMR = 153). Hence 18% (165) of the excess Maori deaths were attributable to social class factors and 82% were not.
The pattern was not the same for all disease groupings however. The SMRs for coronary heart disease, neoplasms, accidents, poisonings and violence, and cerebrovascular disease were not excessively high, and these were reduced still further when the data were adjusted for social class. On the other hand, there were a number of disease groupings including other circulatory diseases, respiratory diseases, endocrine diseases, infectious diseases, and genitourinary diseases which had relatively high SMRs which were reduced only slightly when the data were adjusted for social class. Table 4 uses these estimates to calculate the expected relative risk-on the basis of the smoking data-for each class compared to classes I-II. These crude calculations suggest that the smoking patterns explain much of the increased risk for classes III-IV but not the very high mortality for class V. Zealand,35 a much lower population density,35 comparatively greater social mobility,' an economy based on agriculture and processing of agricultural products with high consumption of relatively cheap, locally produced food items,37 38 and a country with greater participation in sport and more opportunity for outdoor activities.39 In spite of these differences, similar social class mortality gradients were found, not only for overall mortality but also for mortality from the major disease groupings examined.
Another important finding from the New Zealand data was that Maori and non-Maori males experienced similar social class mortality gradients, but Maori mortality rates were approximately 50% higher than the non-Maori rates in each social class. The interaction of ethnicity and social class is particularly interesting as there were some disease groupings such as coronary heart disease, neoplasms, accidents, poisonings and violence, cerebrovascular disease, and mental disorders for which the Maori mortality was not excessively high-particularly when social class factors were taken into account.
Other disease groupings had relatively high Maori mortality even when social class factors were taken into account. Overall there were substantial social class differences and ethnic differences in mortality, and these were largely independent so that four-fifths of the Maori mortality excess was not attributable to social class-at least as measured by occupation. This non-social class related excess has been examined in a further paper which found that 15% of it was linked with cigarette smoking, 10% with alcohol consumption, 5% with obesity, and 17% with accidents. 40 However, 361%, of the non-social class related excess involved rheumatic and hypertensive heart disease, nephritis, bronchiectasis, diabetes, and tuberculosis, which were all associated with a Maori mortality five or more times that for non Maoris.40 Further studies of these diseases are needed to identify the causes of these marked differences. 
